MAN, aged 39, with no familial or previous history of pulmonary complaint. On August 15, 1921, he had an attack of sharp pain, increased by coughing and deep breathing, in the left side of his chest. This continued for three days, during which period he felt out 6f sorts, lost his appetite, but continued his work. On August 19 he began to rest at home, noticing that he was short of breath, had a slight cough with white sputum, and that his pain had become more dull and aching. He returned to work after ten days, but as the pain still continued he reported at St. Thomas's Out-patient Department on September 7.
changed. The patient has gained 2 lb. in weight and experiences little pain. There are no night sweats nor rigors, the evening temperature varying between normal and 1010 F., and the morning temperature being usually normal.
There is very little cough or sputum, and no haemoptysis. The X-rays showed an opacity of the upper two-thirds of the left side of the chest, and diminution of expansion, suggesting thickened pleura or encysted fluid. Wassermann reaction negative. Leucocyte count, 22,000; 85 per cent. polymorphs. No eosinophilia. Exploratory puncture in second space did not reveal any pus. A further X-ray photograph on October 5 showed no alteration in the appearances.
With regard to the differential diagnosis, the physical signs can be explained either by encysted fluid in front of the apex of the lung, a solid mass in the same position, or occlusion of a bronchus. Of possible fluids, hydatid or other cyst seems improbable, whereas the diagnosis of an apical empyema is supported by the sudden onset, the leucocytosis, and the pyrexia. On the other hand, there appears to be no adequate reason why an empyema should be formed in this region, unless it followed an ambulatory pneumonia in the same position, which must be very rare. Moreover the exploratory puncture was negative. A mass between the lung and the chest wall might be produced by actinomycosis. It does not commonly affect the apex, however, and in any case is usually accompanied by a good deal of expeitoration, and also tends to invade the chest wall. Of new growths which may occur in this position, endothelioma of the pleura is rarely so localized. A mediastinal sarcoma might spread along the lymphatics of the lung and form large masses underneath the pleura, and in addition mi ght occlude bronchi as it spreads. The gain in weight and the sudden onset does not necessarily exclude malignant disease Clinical Section in this region, as both these phenomena have been observed in cases of mediastinal sarcoma. The leucocytosis might be explained, for the purpos of this diagnosis, by a secondary infection of the growth. . CASE II.-PLEURAL EFFUSION. ? CAUSE. Patient, a man, aged 41, who was discharged from the Army in March, 1919, in category A 1. A year later he began to suffer from dyspepsia, and in August, 1920, felt a dull, aching pain in the left hypochondriac and lumbar regions. In December the same year he was admitted to the London Hospital and 4 oz. of clear fluid were removed from his left pleural cavity. No tubercle bacilli were found. The pain continued and in March, 1921, he was treated in the Homceopathic Hospital, where his left pleural cavity was again aspirated: 30 oz. were removed at each aspiration, the fluid being clear on the first and blood-stained on the second occasion. On July 30 he was admitted to St. Thomas's Hospital. The left side of his chest was flattened and immobile, and showed all the signs of fluid up to his third rib, and this was confirmed by X-rays. The heart was displaced to the right, otherwise the right side of the chest was normal. On August 15 a pint of dark blood-stained fluid was removed, and again on September 16, when a portion of the fluid was injected into a guinea-pig, which has since been found free from tubercle. The physical signs have remained almost the same since admission; there has been no pyrexia and no loss of weight. Cough and sputum were noticeably absent.
I think the diagnosis must lie between tubercle and malignant disease. The absence of signs in the right lung, and of cough and pyrexia, as well as the negative findings in the guinea-pig, contra-indicate the first suggested diagnosis, whereas the long history, over twelve months, and the absence of any signs of pressure on or invasion of other organs are against a diagnosis of malignant disease.
